A high number of Adverse Event based on the data from Ministry of Health RI showed that patient safety was still not going well, while patient safety was a measure of the quality of health services in Indonesia. The purpose of this study was to determine the implementation of the seven standards of patient safety as the basis of patient safety model development based on Malcolm Baldrige in BEOC -CHC of Padang as the implementation of maternal and child protection. This study used a qualitative research method, and the number of the informant was 25 -the data collecting was done by in-depth interview and Focus Group Discussion that would be written on the transcript in the form of a matrix and analyzed through resource and method triangulation. Based on the study result, there were no guidelines about patient safety from Department of Health of West Sumatera to the BEOC -CHC; it also obtained that the patient safety incident that occurred in the form of patient falls, diagnostic errors and drug delivery personally without reporting to the Department of Health. Out of seven standards of patient safety, it was only the third standard that has accomplished. It could be concluded that patient safety hadn't been entirely implemented, so it was necessary to develop Malcolm Baldrige-based patient safety model that was suitable to improve patient safety in BEOC -CHC
Introduction
WHO had identified the risk of an adverse event in health services which were dangerous and they threaten the safety of patients globally (Damayanti and Rosdiana 2016) .
Risks were detected since the Institute of Medicine (IOM) reported adverse events on The 2nd International Meeting of Public Health 2016 the hospital in Utah and Colorado by 2.9% which 6.6% of them died, and the New York Hospital by 3.7% with the mortality rate was 13.6% of them (Findyartini et To provide high-quality health services and be able to compete in the global marketplace, it could be used the Malcolm Baldrige Criteria for Performance Healthcare (MBHCP). The advantages of MBHCP were its ability to provide a comprehensive and integrated assessment. MBHCP was used because of its ability to identify the strengths and opportunities for improvements, provide a framework to improve performance advantages by giving liberties to the management to implement its management strategies. An integrated management framework included every factor that defined the organization, operational processes and a clear and measurable work, increased the process speed and quality of work, building a high work system, translating the vision and mission into strategy and builds the loyalty of patients (Sadikin 2010) . The purpose of this study was to determine the implementation of the seven standards of patient 
Methods
This study used a descriptive exploratory study with a qualitative design. BEOC-CHC, and also 12 patients got focus group discussion (FGD). Informants were asked about the implementation of the seven standards of patient safety based on a system approach regarding input, process, and output using the guidelines derived from the hospital patient safety guidelines which were modified and adjusted based on research purposes.
The result of in-depth interviews and FGD was written in the field notes, personal documents, official documents, drawings, and photographs. Furthermore, the result would be read and analyzed. The analyzed was done by interpreting and decipher the data that had acquired into a substantive theory. The information were descriptively analyzed, summarized and presented.
Results
Based on the 25 informants in this study, the average age of the respondents was 39 years old, the youngest was 25 and the most past was 52 years old. The average length of work was 13 years, the longest was 22 years, and the shortest was two years. Almost all patients were homemakers.
Based on the results, the adverse event found last year in BEOC-CHC was medication 
Patient rights
There were no guidelines to fulfill the patient rights on BEOC-CHC yet. The doctor was in charge of service making plans of service and done assessment of patients.
Medical records and informant consent became the document of services planning and implementations. In the implementation process, the information and explanations to the patients and their families about plans and results was not always given, but for every service performed was always preceded by the signing of informed consent. Patients or family were explained about the services but without being informed about the result of services, the further services plan, and the likelihood of adverse events. The output had not been running well. Patients had not been informed about the results of the services given and the possibility of adverse events.
Educate patients and their families
There was no specific plan to educate the patients and their families about patient safety 
The use of improvement methods of performances to evaluate and improve patient safety

The role of leadership to improve patient safety
For input, the planning had not specifically for patient safety. 
Educate the personnel about patient safety
Plans for training and orientation process about patient safety were based on the decision from the Department of Health of Padang as the direct supervisor of BEOC-CHC.
There were no guidelines and documents about patient safety. There were no integrating patient safety topics in every in-service training activities and also providing clear guidance about reporting incidents yet, but there were training about teamwork to support interdisciplinary approach and collaboration in serving patients. Based on the output, education and training programs and orientation about patient safety for new health personnel by their respective duties had not been yet accomplished.
Communication is the key to the personnel to achieve a patient safety
There was no specific planning for communicating about patient safety. There were no guidelines and documents about patient safety in BEOC-CHCyet because the patient safety issue was still a new issue. For the process, there was no budget available to plan and design data processing to obtain data and information related to patient safety.
For the output, the implementation of data transmission was still not clear, and the information was still not accurate yet.
Discussions
Based on the research, it was obtained that the adverse event occurred at BEOC-CHC 
Conclusions
In general, it could be seen that the 7 standards of patient safety were based on patient safety guidelines by KPPRS. It was only the third standard about patient safety and continuous care that had been running systematically, started from input, process until its output, while the other patient safety standards (number 1, 2, 4, 5, 6, and 7) hadn't been accomplished yet. It was required a patient safety system that matched the conditions of the BEOC-CHC based on Malcolm Baldridge performance as the standard of the performance of the organization which was applied to the patient safety performance.
